Primary care accounts for the majority of patient contact within the NHS. Over time medical 1 science and healthcare needs change, which may lead to differences in how patients are 2 treated in primary care for good or ill. In this study over 700 million consultations were 
of age and is continuing to increase, with an average age of 78 expected by 2021 (House of Commons, 1999) . This trend towards an ageing population means that a larger proportion of 44 UK adults will be accessing primary care facilities for age related health issues.
45
Changes in public health also contribute to the differences in how primary care is used. For 46 example, in 1880 33% of all deaths were caused by infectious and parasitic diseases. In 1997 only 1% of these diseases led to death (House of Commons, 1999) . Comparatively, in 1997 48 43% of deaths were attributed to cancers and 26% to heart disease. In 1880 these diseases 49 were uncommon or undetected and only 10% of all deaths were recorded as being caused by 50 cancer or circulatory difficulties (House of Commons, 1999) These changes in health can be 51 largely attributed to scientific advancements in preventing premature deaths, primarily in 52 children, and improvements in living conditions preventing infectious diseases (Mckeown 53 2016) These factors combined with countless developments and advancements in public 54 health such as improved water systems and sanitation effectively eliminating deaths caused 55 by infectious diseases. We now, however, are spending more resources on tackling non-56 infectious, chronic diseases as a result of living longer (disease without death) and un-healthy 57 modern habits (Hickson 2006) .
58
Finally, healthcare policies and procedures have affected how the healthcare system is 59 accessed and used. Today, combining public health practice with research provides a 'basis 60 for political action to address health priorities (Gorsky 2014) . Frustratingly, many policies 61 focus on changing individual behaviour and do not account for how the Government can 62 'enable and support the efforts of society to address those barriers that prevent people from 63 making healthy choices' (Gorsky 2014) . 
Materials & Methods
The Health Improvement Network (THIN) Database was used to gather data for this project.
74
The THIN database is a highly detailed Primary Care Research database with information on 75 all primary care activity that may change, or contribute to the change of primary care activity 76 over time. It is considered representative of the general population and has sufficient 77 coverage to allow for a high level of confidence in the generalisability of results (Blak 2011) .
78
The data used were extracted on the 6 th of January, 2017. Ethical approval for the study was 
81
GP practices were excluded from a year of analysis where they never obtained 82 computerisation, acceptable mortality recording or acceptable computer use. Or where they 83 obtained any one of these after the first of January of the year in question.
84
Acceptable computer use for a practice was defined as entering on average at least two 85 therapy records, one medical record and one additional health data record per patient per year 86 (Horsfall L 2013) .
87
If staff access computer results in order to enter details from lab results or letters from 
103
Consultations in which the staff member was flagged as administrative staff were excluded. Table 1 shows how each stage of the initial data cleaning reduced the number of patients 131 included for analysis. This number increased over the period, from 2.05 million to 2.50 132 million. This is faster than the growth in the UK population and increases the coverage from 133 3.38% to 3.87% over the ten years studied( The average duration of consultations increased over the period for all types of staff( shown that Health Care Assistants are being increasingly used in Primary care (Andrews H 196 2007), and it is likely that limitations in the number of nursing staff would increase reliance 197 upon them. 
Results

